The white woman's labour
The labour of War-re-weer was closely tied to traditional customs and ritual, but the first European women who delivered babies in Australia were not so fortunate. European obstetric care in Australia was very basic. In the early years of convict settlement, naval surgeons treated women, but as free settlers began to arrive, there were no adequate health care provisions for them. 4 For most of the nineteenth century, there were few public or private resources devoted to childbirth, with only the destitute receiving institutionalised medical care. In Sydney, the Benevolent Society Asylum (which stood near the present Central Railway station) provided obstetric services to women who were 'penniless and friendless, and must perforce have been confined in the streets.' 5 In Sydney in 1870, around two-thirds of confinements were attended by midwives whose abilities depended on shared knowledge, practical experience and care as most had no professional qualifications. 6 Women were cared for during their confinement by midwives, Aboriginal women, neighbours, family or occasionally the local doctor. Childbirth was a test of endurance, largely faced with the support of other women, and an uncomplicated labour was painful but rewarding. A difficult or prolonged labour, however, could take be nightmarish. From midcentury, some women were given chloroform or ether for pain relief, while others relied on alcohol and prayer or simply suffered. Doctors used forceps for difficult deliveries, but touching the genitals with hands or instruments increased the risk of infection and the deadly puerperal fever (septicaemia).
Medical control of childbirth
By the late nineteenth century, there was a marked change, with the ideal confinement performed under medical control and surveillance. Underpinning this shift was a profound and pervasive pronatalism. From the 1880s, population growth was seen as the key to the establishment and maintenance of the colonies. It became increasingly important to save maternal and infant lives, and childbirth was therefore medicalised. Childbirth came to be seen as an injury or crisis, rather than a natural life event. As Sir James Graham suggested in 1904, the pregnant woman, from the professional point of view, during her terms of pregnancy, is practically on the sick list… the border line between the normal and the pathological is very narrow, indeed.
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All pregnancy and childbirth, whether complicated or not, was linked with sickness and ill health: the risk of death in childbed was reflected back onto the whole process.
In 1897, 558 out of a total of 12,009 registered births in Sydney took place in public hospitals. All of the mothers were destitute, and 452 of the children were illegitimate. This assumption depended on a view of the female body as weak, inert and passive. There were practical implications too. The horizontal position acted to slow the labour, and made intervention (in particular from forceps) more likely.
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Thus early medical care did not necessarily help mothers. Maternal mortality rates did not fall and indeed in some cases rose. 12 Rising mortality was a result of medical care: initially through puerperal fever, spread by instruments, and then through the extended use of dangerous surgeries such as the caesarean section. 13 Nevertheless, women frequently welcomed medical assistanceperhaps because of the pain relief a doctor could provide.
We must note here that the majority of Australian women had frequent and relatively unproblematic experiences of childbirth. For a proportion of women, however, confinement could be a dangerous time. In 1898, the statistician TA Coghlan calculated that white women in New South Wales who married at age 25 had a one in 32 lifetime chance of a full term labour resulting in immediate maternal death. This excluded the women who died from post-labour complications.
14 The most common cause of death was puerperal fever. Other significant causes of death were placenta praevia, when the placenta blocked the birth passage, and puerperal convulsions, most likely caused by high blood pressure. 15 Class, too, played a role. An undernourished woman might fail to survive a post-partum haemorrhage from which a healthy woman would recover, and vitamin deficiencies could impair her body's ability to labour effectively. 16 It is perhaps not surprising then that around one third of births presenting at the Benevolent Society were complicated.
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Going to hospital
Increased medical care during confinement, then, did not have the positive impact doctors had hoped. Nevertheless, the demand for hospitals grew. The Women's Hospital (known affectionately as 'Crown Street') was established in 1896, and quickly moved to larger premises. It aimed to treat obstetrics and gynaecological cases amongst the 'poor and necessitous women' of Sydney. Many were treated in their own homes by visiting nurses and midwives, while more difficult cases were seen by medical staff. 18 In the first decade, the Women's Hospital attended 3891 births, mainly in poverty-stricken homes not conducive to hygiene. Nevertheless, the results were impressive, with the death rate far below the state average. 19 In northern Sydney, the Childbirth could bring hardship, as well as joy.
Clinically, antibiotics proved the major advance, and in the 1940s and 1950s, death rates from puerperal fever dropped markedly. But the birthing experiences of women did not necessarily improve. The use of anaesthetics had become more widespread in the 1930s, but so too had the use of inductions, forceps and other techniques of intervention. 26 Men were excluded from the delivery room, and mothers and babies were often separated after birth. Up until the 1970s, and even beyond, childbirth in a hospital could be an alienating, dispiriting exercise.
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Childbirth and choice
The 1970s saw a temporary and rather limited movement away from medical control of birth. Women, inspired by the successes of feminism and consumer rights more generally, began to fight to recover 'women-centred' birth experiences. The changes were dramatic, as Sister Rosemary Hambling remembered of her time at Crown Street. In the early 1970s, she said, 'patients conformed as they were not informed'. From this time on, women were encouraged to move about during labour, partners were welcomed into the labour wards, and the environment was made less clinical and more homelike. 28 Birthing centres emerged as an option for those interested in natural childbirth: the centres were a midpoint between home birth and the hospital.
Since then, attitudes towards childbirth have split noticeably. On one hand, there has continued a strong midwife-driven movement towards women's control over childbirth, with advocates pressing for increased knowledge, empowerment and choice about pregnancy, birth and lactation. 29 Services have responded by becoming more mother-friendly, and women's networks of midwives, mothers and lactation consultants have flourished. 30 On the other hand, there has been a steady increase in medicalised, technologically affected births, reflected in the rates of electronic foetal monitoring, induction, epidural anaesthesia and, most noticeably, caesarean section. In 1997, less than 10 per cent of NSW babies were delivered via caesarean section. Since then, the rates have skyrocketed, with 28.1 per cent of mothers delivering by caesarean in 2005. 31 The rate was highest in private hospitals (35 per cent) . 32 This
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is far above World Health Organisation recommendations, which suggest that caesareans should account for around 10 per cent of all births. Reasons for this increase include obstetricians' fear of litigation and higher numbers of older mothers. It has in part been consumer-driven, with women fearing pain and damage to their babies or themselves. 33 As the secretary for the NSW Midwives Association suggested, women are 'thinking of it as another option for birth, rather than major abdominal surgery'. 34 It is representative, ultimately, of an 'emerging sense of crisis around childbirth', as if birth itself can never be uncomplicated or even achievable. 35 In Sydney in 2008, women in public hospitals can no longer demand caesarean section without a medical reason, but only time will tell if caesarean rates will continue to increase. 36 In many ways, contemporary obstetricians have framed themselves as providers of 'choice' for women. But this choice has been limited largely to medical options. For instance, the lack of medical liability insurance for independent midwives has largely undermined the home birth movement (in 2005, 0.1 per cent of NSW babies were delivered at home). 37 Birthing centres at major Sydney hospitals (complete with aromatherapy and spa baths) are advances on the stirrups and shaved genitals of a generation before, but the emphasis is still on institutionalised birth. Education on all of the medical and social facts surrounding birth is crucial. Many Sydney women with private obstetricians choose an elective caesarean for non-medical purposes, but the risks of this must be highlighted. Ethics, as well as the evident risks and rewards, must be seriously considered, as birth-related technologies, such as the uses of surrogacy, gene therapy, in-vitro fertilisation and gamete intra fallopian transfer expand.
Conclusions
The history of childbirth, then, is one marked by a series of continuities, advances, junctions and setbacks. Yet there is perhaps, underneath it all, a sense of progress. Fewer women die and fewer babies die than did a century ago, and that must be marked as an achievement for both mothers and babies. There is still, however, room for improvement, particularly within indigenous health, with Aboriginal families facing low birth weights, poor maternal health and increased perinatal mortality rates. If health outcomes for Aboriginal people are to improve to first world standards, childbirth would seem a good place to start, in Sydney and beyond.
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